THiE factors responsible for failure of union in fractures of the neck of the femur are not yet fully understood. With internal fixation failure results in about one-third of cases. We believe that the trouble often lies in the fact that blood shed into joints does not clot and become organized by granulation tissue as it does elsewhere. This paper relates our experience in trying to salvage these cases by abduction osteotomy of the femur.
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THiE factors responsible for failure of union in fractures of the neck of the femur are not yet fully understood. With internal fixation failure results in about one-third of cases. We believe that the trouble often lies in the fact that blood shed into joints does not clot and become organized by granulation tissue as it does elsewhere. This paper relates our experience in trying to salvage these cases by abduction osteotomy of the femur.
Through angulation of the neck, the fracture site may be placed below the head so that the body weight no longer pushes the head downward past the fracture surface but direcly against it. The conversion of shearing forces to impacting ones enhances immobilization of the fracture and encourages union. The operation may be contrasted with McMurray's osteotomy, which is a displacement osteotomy not an abduction one; by bringing the femoral shaft under the acetabulum it restores stability to the hip. With the abduction osteotomy, however, the same effect is obtained together with three further advantagesan increased chance of obtaining union of the fracture, a slight gain in leg length due to the vertical disposition of the neck, and thirdly a stretching of the abductors which helps to eliminate a Trendelenburg gait.
The technique is as follows: the anesthetized patient is placed on the orthopwdic table after manipulative reduction of any displacement present. The nail previously inserted is removed. The guide wire is placed more horizontally than usual, starting very close to tbe base of the great trochanter ( Fig. 1 ). In calculating the length of the nail it is wise to leave at least 3/8 in. clearance between the tip of the nail and the hip-joint. The amount of abduction to be obtained is then assessed. We usually aim at an angle of about 40 degrees. A nail-plate is selected so that the angle between the shaft of the femur and the plate is about this amount. This demands a 150 degree or 160 degree nail-plate. After it has been driven home a wedge of bone with a 40 degree apex is removed. Preliminary drilling of the bone enables a clean osteotomy to be done. The lower margin of the wedge is best placed transverse to the line of the femur. The upper margin comes out just below the base of the nail. After removal of the wedge the plate together with the upper fragment is adducted on to the femoral shaft, the orthopedic table being adjusted to permit this, and a Loman's clamp is applied until the screws have been inserted.
The only special precaution taken afterwards is that we avoid passively adducting the leg.
The patient lies free in bed, practising exercises, and is able to resume walking after eight weeks. In fact some of the more elderly patients may be allowed to sit out of bed long before this time.
We have done this operation in 23 patients in whom the fracture has redisplaced following primary nailing (Table I) . 
cases
The assessment of results in fractures of the neck of the femur is notoriously difficult. What is certain in these patients is that in 7 complete redisplacement of the fracture has occurred. In 11, as judged clinically and radiologically at least six months from the operation, the fracture has united; 9 of these patients have been followed for over a year. In 5 the result is uncertain, either because the duration of follow-up is too short, or because although redisplacement has not occurred, radiographic union of the fracture is not present.
Thus the fracture has probably united in over half the patients. Fig. 2 is a reproduction of the radiograph in a successful case. Excellent function is usually associated with such appearances. If union has not been secured a tolerable functional result may still be obtained. A woman of 43 was still able to ski three years after her osteotomy when the radiographic appearances were as shown in Fig. 3 . The hip hurts but is stable with no Trendelenburg dip. In the presence of severe pain a Girdlestone pseudarthrosis is probably the best treatment.
A relatively frequent occurrence has been penetration of the nail through the head from impaction and absorption at the fracture line. The tip of the nail may enter the hip-joint. We then prefer to shorten the nail rather than remove it completely. One or other operation has been necessary in 8 of the patients. Even when considerable absorption of the neck has occurred union may still be obtained. This is a possible treatment for the "failed nail", the fractured neck of femur that has "fallen to bits" after internal fixation. It is technically easy and not a severe ordeal for the patient. The after-care is simple. Union of the fracture may be expected to follow in over half the cases. If union fails a reasonable palliation may be obtained. In the absence of a universally successful treatment for this condition abduction osteotomy deserves to be more widely known and used.
Arterial Homografts in Injuries of the Extremities By JORG BOHLER, M.D.
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FREsH traumatic ruptures of an artery endanger the injured limb. Therefore continuity of the vessel should be restored as soon as possible. End-to-end anastomosis is usually possible only after clean-cut trauma. In most cases the artery is torn by a blunt force and the arterial wall is damaged over a considerable length; therefore, after resection, direct suture is not possible because of tension. After traumatic rupture of an artery the results of direct suture are generally not satisfactory and deep-frozen or freeze-dried homografts should be used. We tried direct suture of a torn popliteal artery three times without success. In all 3 cases the site of the anastomosis clotted. Only since we began using arterial grafts have we successfully restored patent vessels and preserved limbs. In cases with extensive damage to the arterial wall, with or without clotting, we feel also that the artery should be resected and a homograft be substituted. We have not tried heteroplastic or alloplastic arterial grafts, because in the extremities the results are not satisfactory.
In addition to shock treatment with sufficient blood transfusions the following points should be observed:
(1) The operation should be performed without delay, if possible within the first eight hours, as after this time the chances for complete recovery diminish rapidly. However, restoration of arterial continuity should still be tried after eight hours because the limb can still be viable due to some collateral circulation.
